Summary-Anteroseptal accessory pathways are relatively rare. Because of the close proximity of the atrioventricular (AV) node, ablation of these accessory pathways has the potential to result in AV block. The anteroseptal region is adjacent to the noncoronary cusp, allowing anteroseptal accessory pathways to be ablated from the noncoronary cusp. A 34 year-old male patient with recurrent episodes of palpitation for approximately ten years was admitted to our department. Twelve lead-ECG was consistent with anteroseptal accessory pathway. Intracardiac recordings were also consistent with anteroseptal accessory pathway. In this case, we found an excellent AV relation while mapping the noncoronary cusp. Radiofrequency (RF) ablation was applied to this region. Pre-excitation was immediately disappeared during RF application. After RF ablation, there was no pre-excitation detectable by ECG. In this report, we present a case of anteroseptal accessory pathway that was successfully ablated from the noncoronary cusp.
nteroseptal accessory pathways are relatively rare. Because of their close proximity to the atrioventricular (AV) node, ablation of these accessory pathways has the potential to result in AV block. The anteroseptal region is adjacent to the noncoronary cusp. Thus, it is possible to ablate anteroseptal pathways from the noncoronary cusp.
In this report, we present a case of an anteroseptal accessory pathway that was successfully ablated from the noncoronary cusp.
A 34-year-old male patient with recurrent episodes of palpitation for approximately ten years was admitted to our department. Physical examination, stress electrocardiography (ECG), and echocardiographic evaluation were normal. Resting ECG was consistent with an anteroseptal accessory pathway. An electrophysipresence of an anteroseptal accessory pathway. However, radiofrequency (RF) ablation had not been applied because of the high AV block risk. Despite medical treatment, the patients' complaints had increased over the last one-year. The patient accepted the potential risk of AV block and elected to undergo RF ablation. A repeat electrophysiological study was performed. Diagnostic and coronary sinus catheters were inserted via the femoral vein to the His and the coronary sinus, respectively. Intracardiac recordings were consistent with an anteroseptal accessory pathway. AV re-entrant tachycardia (AVRT) was induced by programmed atrial stimulation. Mapping of the anteroseptal region was performed during AVRT or during sinus rhythm (during maximal pre-exitation by atrial pacing). The accessory pathway was found to be located very close to the His bundle region and the AV node. Due to the (30 watt, 55°C) was applied to the appropriate AV connection site (Fig. 1 ). Pre-excitation was immediately eliminated during RF application. After RF ablation, there was no pre-excitation and VA conduction was decremented during V pace (Fig. 2) .
Radiofrequency ablation is the treatment of choice in symptomatic patients with accessory pathways.
[1]
(A) (B) left (45) risk of AV block, cryoablation was preferred to RF ablation. Cryoablation catheter was advanced to the accessory pathway site. Cryoablation was performed at sites where cryomapping showed no AV block. Despite several applications, pre-excitation did not disappear. Subsequently, we switched to RF ablation and performed RF ablation at sites that cryomapping indicated as safe. However, RF ablation was ceased when the patient suffered a transient AV block. Therefore, we decided to ablate the accessory pathway from the aortic cusp region. Aortic cusp region was reached via femoral artery and mapping of the noncoronary cusp was performed. RF ablation However, RF ablation of accessory pathways is difand the AV node. Cryoablation may be preferred to RF ablation in these patients in order to decrease the risk of AV block. Nevertheless, failed cryoablation or recurrence after cryoablation has been reported.
[2] The aortic noncoronary cusp is an alternative access point, especially for the accessory pathways that cannot be ablated from right atrium.
[3] Anteroseptal accessory pathways may be located at the anterior membranous septum or may have an epicardial localization. In our case, we found a very good AV relation while mapping in the noncoronary cusp. After ablation of this site, pre-excitation disappeared. After RF application from the distal tip, the RF ablation catheter showed His bundle potential (Fig. 3) . In aortic cusp ablations, it has been suggested that RF ablation should be avoided at sites where His potential is recorded. In our case, RF ablation was attempted at addtional secure sites at which His bundle potential was not recorded. In addition, cryoablation was performed repeatedly. However, sustained success could not be achieved. Therefore, RF was applied to sites with His potential to avoid AV block at the successful ablation site in the non-coronary cusp. We gradually increased the heat and energy and avoided contact with the His catheter. The accessory pathway was successfully ablated by this alternative approach from the epicardial site. Fortunately, there was no AV block despite His bundle recording on the RF ablation catheter. Aortic cusp ablations included the risk of aortic cusp rupture, aortic valve damage, and coronary artery occlusion. It has been suggested that coronary ostiums should be at least 1 cm away from the ablation site during aortic cusp ablation. Also, temperature should be below 55°C during ablation. [4] A limited number of successful anteroseptal accessory pathway ablations in the non-coronary cusp and left coronary cusp have been reported in the literature. [1, 3, 4] Aortic cusps should be considered as an alternative ablation site when endocardial ablation of anteroseptal accessory pathways fails. In these patients, ablation should be done very carefully because of the proximity to the coronary artery ostium and the risk of aortic cusp perforation. In conclusion, successful RF ablation of anteroseptal accessory pathways in the noncoronary cusp is possible. 
